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F 000 | INITIAL COMMENTS | F000 |
A regerification survey and complaint i
 Investigation #33965, were compleled on I |
| Degember 15, 2014, through Dacembor 17,
2014, at Tennova Transitional Care Unit, A ] [
deficiency was cited related to the complaint '
| Investigalion #33965, under 42 CFR Part 483, ’ |
_ Reqtg_ire_m__ents' for Long Term Care Fadilities. -
F 323, 483.25(h) FREE OF ACCIDENT | F 323|
$5=G | HAZARDS/SUPERVISION/DEVICES
| The_ facility must ensure that the residant | F328 [ 1) Immediately upon discovery, the
: emvironment remains as free of accident hazards " Director of Nursing implemented the
as Is possible; and each resident receives following actions for the affected
adequate supervision and assistarice devices to resident:

|P revent accidents. i a) Atabatarm was immediately 05/14/14
: ' placed on the resident by the '
assigned nurse. The plan of
care was revlswed with 100%
of staff specific to the fact that
the resident was to have the

This REQUIREMENT is not met as evideniced |

i,by_ N
| Based on medical record review, review of ihe I tab alarm on st all times.
- facility investigation, facility poficy review, and b} The resident was assigned 2 1:1 | 05/16/14
interview, the facility failed to ensure a safsty sitter ditring @ 6 hour period of
device was in place for one resident (#224) of increased anxiety on 5/16/14.
three residerits reviewed for accidents of nineteen The resident was monitored
residents reviewed resulting in a fall with harm. each shift regaiding level of
. shxisty,
] The fipdings included: I o '
 Resident #224 was sdmitted to the facility on May - !
8, 2014, with diagnoses inciuding Difficulty ‘
Walking and Urinary Tract Infection.
The resident was discharged from the facility on |
May 26, 2014, |
' | J
TIRE (0] DATE

Lﬁﬂoﬁ‘f DIRECTOR'S OR PROVIDERSUPPLIER REPRESENTATIVE'S SIGNATURE
3

il 8 Lot e 12/

Any deficlency statoment erfding with an asterisk (] denotes & geficleticy which the insiituion may ba excusad from cdirecting previding it is detefmined that
dther safeguards provide sufficient protection to the paticnts, (See Instrustions.) Except for nursing homas, iha findings stated above are digdo;ab;e 90 days
llowing the dale of survaly whather or not a plon of cartection is provided.  For nursing homas, the above findings and plans of correction afe disclosable 14
3ays following hie date these documents are made avallable o the facilty. If deficfencles ara cited, en approved plan of corection I requisite to continued

srogram participation,
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Faz3 I Conlinusd From page 1 F 323'

l resident scored 80
l and "interventions i

} assist...walker...

. mobility,

| protacol, ..

' Review of the facilit

Medical record review of the Admission Cara Plan I
r dated May 8, 2014, revealed "Evidence of Falls |
Risk...Encourage yse of call light...Instruct
I resident on safety measures...Alarmi Type: Bed, "

Assessment dated May 8, 2014, revealed the
{greater than 45 High Risk),

/ Mplemented: Low

Bed.. Patient Education...” |

i
| Madical record review of the Fall Risk |
!

! Medical record review of the Admission Nursing |
l Assessment dated May B, 2014, revealed

"..Short term memory problem [no recall after 5 I
| minutes].,, Orientation _
 person...place...situation.,.Madified -
J lnd__ependenj_»_difﬁcuity in new I
; situalions... Ambulates yes...1 person physical

|

Medical record review of the Admission Minimum ’

: Data Set (MDS) dated May 14, 2014, revealed

| the resident was moderately impaired for

cognitive skills for dafly decision making, required

extensive assistance of one person for bed
transfer, walk in room, and tojlet use, l

Medical record review of the Nursing Note dated I
May 14, 2014, revealed "...1725 [5:26 p.m.] Pt

} fpatient] fell in' bathroom. i
| [Computed Tomography] of head due o hitting
 head in shower. Neurachecks [and] vitals per fail |

Did not call for help. CT

y investigation dated May 14,

; 2014, revealed "...1725 Nurse heard patient call
| out for help. Found in the bathroom floor

on...back. Patient states...walked to the bathroom |
| and zs..was wrning 1o use follet...fell in to the

(3)

2} Al residents had the potentlal to be

affected. In order to deterrmine which
TCU resldents wera at risk, the following
actions were taken for 100% of TCU
residents:

3) Eachresident was re-assessed
by staff Registered Nurses
andfor the Directof of Nursing
utilizing the Morse Faf Scate to
ensure fall score and '
intervantions were consistent _
with resident’s assessed neads
for fall prévention / safety and
consistent with the palicy,

Each resident’s care plan was
audited by staff Registered
Nurses and/or the Director of
Nursing to ensure consistercy
with Morse Fall Scale sgore and |
validated necessagy
Interventions for fali risk
reduction ' were In place,

05/30/14.

b) 05/30/18

Began
05/15/14
-ongoing

The Director of Nursing
implemented 3 daily falts safaty
huddle on the Trarisitional Cars
Unit 1o ensure all staffare
famitiar with each resident's
plan of care, The.safety huddle
Is held 7 days per week,
fallowing a set-agengda and
form, and attended by-nursing
and anclilary staff. Huddfe
outcomes are tracked via alog
kept on the unit, Any fssues

a)
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| be useiul to further evaluate the thoracic/upper |
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PREFIX {EACH CEFICIENCY MUST BE PRECEDED BY FuLL | PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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_ { | DEFICIENCY) :
] f * - L
) ' - noted during the huddies are
F 323 | Continued Frqm page 2 _ | F 323| brought to TCU teadership for
| shower and hit._.head against the shower wall, resofution.
1 Palient states...thought._was able fo walk aione | b} Licensed stsff were re- 06/15/14
| 1o the bathroom. Instructed to ask for assistance. | educated by the Director of
' Bed.alarm applied, Patlent complained of back Nufslng on use of'!\fiorée-Fai'l
| ?;Réaiter the fall but refused any x-rays the day | Scale and caré plan
all... . .
‘ interventions consistent with
| Continued review of the facility investigation . Morse Fall Scale score and
 dated May 14, 2014, revealed ", Approximatély at | pollcy. Staff on yacation or
| 1728 pt fall In bathroom while: trying to turn fand] | FMLA during this timeframe
i use toilet. Pt fell in to shower {and) it head were educated upon retusn,
| 8gainst shower wall. Pt. digd notask for help to ¢} Thefalls policy was Policy
| restroom.. figured...was able to go alone, asked | Individualized to the specific | revised on
| pt if therapy told.,.could go alone,..said no, | neads of the Transitional Care | 5/30/24)L
]_ informed pt that therapy will te|) You when unit, and a separate policy |3t
| able...Interventions Pre-Fail call light within | entitied "Transitional Care Urip [ Berledic
 reach...Bed lowflocked... Frequent rounding, Pt Falls Assassmentand o review
| instructed to call,..was staff responding lo bed | Interventions” was developeg | 22t¢ .
, alarm when fall occurred?.. N/A ot ique to the unit. B 09/24/14
| applicable-did not have alarm | Wniqueto the unit. -
on]...RecommendationfAction...Fall ' d) A computer based learning 08/31/14
Precautions...Increase Precautions Bed Alarm... module was developed,
| : o . g‘n_ﬂ_t{gd "Falls Cuntinuin__g_
- Medical record review of @ Physician's Order | Education ~ Tennova
dated May 14, 2014, tevealed ",..CT of Transitiona! Care. This module
Head...lumbar xray if new or worse pain..," | was completed by all TCU
employees,
' Medical record review of a Physician's Order 4 e} ATrapsitional Care Unit fall Began
| dated May 15, 2014, revealed ., CT prevention multldisciplinary 08/19/14
' Lumbar/Thoracic Spine stat,,." i team was established and Is -engoing
. !
l Medical record review of the Final Report for CT ! g;rg_o_ipg g_tj!lzlng_.:hg_ QA«P-rl _
A process, The tedm consists of
’ Thoracic Spine dated May 18, 2014, ravealed the TCU Adminlstrator
l’ "...There is diffuse Osteoporosis...There is miild o | Directo f Nursing. Ph’ ieal
' moderate proximally 50 percent compression of ?| rector of Nurslng, Physica
| [Thoracic] 7 with some sclerasls 2xd with what Therapist; RN, LPN, UC, )
8Ppears (o be a.ununited fraciurs'of the endplate i Director of Risk Managemeént,
of T7... MRI [Magnetic Resonance Imaging] may and Engindering Manager, with

ORM CMS-2567(02.99) Previcus Yersions Obadlels
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(xa)i0 | . SUMMARY STATEMENT OF DEFICIENGIES [ PROVIDER'S PLAN OF CORRECTION 8]
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIX (EACH CORRECTIVE ACTION SHOULD BE CORPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICHN) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
| * " DEFICIENCY)
F 303’ [ o_ther:;;_i'_fi"fr_i;_ted as needed. Al
3 !Ctzn;fnued From page 3 | . F 323 staff are encouraged to bring
umbar com pn:s_s_mns to differentiate chronic ’ any concerns to the members
: compressions from any acute fraclure... of th_!s\t'gam as well asto.
Medical record review of the CT Lumbar Spine Lee_ude.rs;h‘ip - Jear meetlngs
f dated May 15, 2014, revealed ".. Thers is wereinitially held weekly,
, compression fracture seen invalving the inferior progressed ta monthly, and are
« endplate of T, This appears to be acute, " now held quarterly— with Tostart
i o called meetings at any time i with
Medical record review of a Physician's Progress tssues arlse which heed to be January
Note dated May 15, 2014, revealed ".CT T addressed. Results of this 2015
[Lumbar] spine...diffuse teant’s activities will be Qsc :
oste_opbrosas...cumpression x-[probably] forwarded to the facllity meeting
: acuts...bedrest...” Quality/Safety Committee,
. © Ahospital-wide Dally Safety | -
Meditcal record review of a Physician's Order K H’uddlré m‘;,,ﬁp.em‘gmd t;t, oeean
4 1oFle was implemented 1 0B/25/14 |
| daled May 15, 2014, revealed ...bedrest, up anly identify eafaty Tearfae £ivmh ac Rl
. e i identify safety Issues sisch as. orsving
[with] assistance to BSC [Bedside patient falls, and to identify necing
Commodey...constit [named orthopedic group}... and decrease barrig_:é:to )
Medical record review of the Nursing Nole dated ;gﬂeq__t_ :?i;e_t?.t-e: ‘mt:g;iger of
May 15, 2014, revealed "...Tab alarm on; Call light host iai _ci;a b &?ﬂl .
[with] in reach, bed low [and] tocked. Pt. wants all Ospitel-wide huddle, which
side rails up..." fosters consistericy In falls
' prevention Initiatives snd falls
Medical record review of the MR Thoracic Spine prevention messaging between
dated May 16, 2014, revealed *...Fall 5/14/14, TCU and the remainder of the |
Abnormal CT, Compression facility. - [
Fracture...Compression fracture seen involving 8) Ahandoffis alsoin place Began |
thg_infe’iior endplate of T6. This appears 1o be through standardized shift 08/04/14:,
acyte... reports on TCU that includes ~ongolng
_ N . patient falls risk status, whick ' ;
Medical record review of the Physrcfa:t s Progress clearly identifies patlents at _
Notes dated May 18, 2014, revealed *...[named g § :
; - kb risk ta falt and interventions
- orthopedic group] options dIscussed... patient hag currently in place for each
chosen no treatment [at] present... | patient to prevent falls,
- Review of facility policy, Falls Assessment and
Interventions, revealed *... The most cammon
approach lo fall prevention is the use of 3 ] | S
FORM CMS-256%(02.99) Previous Vorsions Obsslets Event ID; Dd 111 Faciity 1: TN4714 It continuation sheet Paga 4 of 8
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DEFICIENCY)
| | 4 |
F 323 Continued From page 4 F 323 a) Weekly audits were thitiated | Began
program of multiple interventions that aims 1o on a random sampie of 30% of 06/09/14
minimize the patlent's risk of falling...High Risk average dally census to ensure | —ongoing
Safety Interventions...The high risk fall prevenlion Morse Fall Scale score is '
:32?{?; :’niﬁrlvheentgf Fr;iwsagsb;afggnswered in accurate and interventions on
, Interventions...Consider use of technology for fall ;:;e:_sz[ggi??:;r;r;r:z?n;:;ith
prevention {Tab alarms and/or pressure sensor fidated t b ie.’.-.-- t With
alarms or other alarms as appropriate]...” valldated to og conslstent with
actions in place in the POC.
Intervisw with the Diretor of Nursing {DON), on bl Randam audits will continve | Began
December 16, 2014, at 8:30 a.m., in the untll & corisetutive monthsof | 06/09/14-
; conference room confirmad the tab. alarm was full compliance Is achieved, -angoing.
not in place at the time of the fall on May 14, <} Audits are-performed by staff Begin
2014, nuises, the Director of Nursing, | 06/08/14
_ and the TCU Administrator, ~angoing
Interview with Licensed Practical Nurse (LPN) #1, and any noted deficlencies are '
on Dacember 16, 2014, at 2:45 p.m., In the addressed with the Involved
 conference room confirmed LPN #1 found the staff meémbers. Restilts of
resident in the bathroom In the fioor on May 14, random audits and actions
2014, and the resident did not have a bad alarm taken in response to ras Its ar
| In piace at the time of the fall, ‘en in resp, Wis are
aggregated, analyzed, and
Interview with the LPN #1, on December 16, trended at the Transitional »
2014, at 3:58 p.m., in the conference room Care U"'t'q"a"t‘.’f;","?"t'“g’-" Began
confirmied the resident was in the bed prior to the d) Overall resuits are reported to 06/03/14
fall on May 14, 2014. the hospltal-wide [ -ongoing;
N Quality/satety Committee ona | addto
Interview with the Medical Director, an December manthly basls, and wilt be Board
17, 2014, at 8:15 a.m. in the conference room ; forwarded ta the Board of agenda
conf_i;m_&d the acute compression fracture (Harm) Trustees every other month
was g result of the fall on May 14, 2014. until the audits are campleted< 01/09/15 )
i CrO #33965 "
F 371 { 483.35(1) FOOD PROCURE, Fan
=F . STORE/PREPARE/SERVE - SANITARY — i . .
88=F. F37: 1) The TCU Administrator determined that | Dufing
The facility must - no residents were adversely affected by. | the
« (1) Procure food from sources approved or this deficlency: survey.
t ; ' X
It continuation sheet Page 5 of 8
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authoriites; and

__ Based on observation, review of facility policy,
i and interview, the facility failed to '

i prepared food,

| revealed yellow dried food particies on a matal

: frezer revealed two opened, uncovered bags of

 December 15, 2014, at 8:35-a.m., of the prep

I chaese,

(2) Store, prepare, distribute and serve food
under. sanitary conditions

This REQUIREMENT s not met as‘evidenced

i maintain a
sanitary kitchen by not properly cleaning kitchen
&quipment and storing, dating, and labeling
The findings included:;

Cbservation with the Distary Manager on
December 15, 2014, at 8:20 aim.; in the kitchen

serving pan, and stored on the baking rack,

Observation with the Dietary Manager on ,
December 15, 2014, at 8:30 a.m., of tha reach-in

french fries and one box of biscuits.
Observation with the Dietary Manager on
cooler (prepared food items storage) revealed a
container of undated, unlabeled sliced yellow

Review of facility policy, Production, Purchasing,
Storage: Food and Supply Storage Procedures,
revised Septembsr 2014, revealed *...all food,

non-food llems and supplies used in food

FORM CMS-2587{D2-49) Previous Varsions Obsolate

Event [D:DE1VH

3}
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(X8} ID SUMMARY STATEMENT OF DEFICIENGIES D ‘ PROVIDER'S: PLAN OF CORRECTION .o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [(EACH CORREGTIVE AGTION SHOULD BE COMPLENON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED 7O THE APPROPRIATE &
DEFICIENGY)
I 2) Eachresident has the potential to he Dates as
F 371; Continued From page 5 F 37 affected by this deficiency; therefore noted
considered satisfactory by Federal, State or local ' the TCU Administratof oversaw below

implementation of the following .
actions;

3

b}

)

Proper pot washing protedures”| 01/09/15 )
were rg\:t_i_ei'fgeq-w[th{jpvoﬁé__w/
sanitation staff durlpg the
survey by the Directorof Food
andNutritlon Services . The
policy entitled “Cleaning of
Food and Nonfood Surfaces”
was reviewed and determined
to be adequate. All sanitation
staff will be re-educated on
proper procedures by
01/09/2015 by.the Diréctor of
Food.and Nutrition Services via
review of this poliey,

Proper storage, dating, and
labeling procedures were
reviewed with involved
production staff during the
survey by the Chef: The palicy
entitled “Food and Supply
Storage Procedures” was
reviewed and determined to be
adequate, All production staff
will be re-educated on proper.
procedures by 01/08/2015 by
the Director of Food ang
Nutrition Services via review of -
this paticy,

The policies “Cleanirig of Food
and Nonfood Surfaces” and
“Food and Supply Storage
Procedures” are covered
during new associate training,

01/09/15

Current
&
ongning

el
'8
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and open packages..."

| Interview with the Distary Manager on December
15, 2014, at 8:45 a.m., in the kitchen gonfirmed
the facifity had fatled to maintain the cleanfiness

+ of the serving pan, and failed to labef, date, and
cover prepared foods.

F 372 483.35(i)(3) DISPOSE GARBAGE & REFUSE
$S=¢ | PROPERLY

' The facility must dispose of garbage and refuse
properly.

ghis REQUIREMENT Is not mst as evidenced

Based on observation, review of facility policy,
and interview, the facility failed 1o maintain a
clean area at the dumpsters for one of two
dumpsters reviewed.

. The findings inciuded:

Observation with the Dietary Manager and the
Environmental Manager on December 1 5, 2014,
at 2:45 p.m,, of the dumpster area revealed one
: dumpster with a steady stream of milky blue liquid
 draining from under the dumpster, and pooled
against an adjeining bullding. Continued
observation revealed a congealed white
‘substance on the pavement.

Review of facility policy, Sanitation and Infection
Control: Solid Waste Disposal, revised January
2014, revealed "...food wasle and rubbish, .wil be

STATEMENT OF DEFICIENGIEY (X1} PROVIDER/SUPPLIERICLIA X2) MULTIPLE CONSTRUGTION - : L
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: o ;l‘,‘,m',,\,'é FONTRUETION m}gé&?gfﬁfx
_ 445360 8. WING — _ 1211772014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIPCODE - - '
_ 900 EAST OAK HILY, AVENUE
TENNOVA HEALTH CARE-TENNOVA TCl - ML E A o
| - N ' KNOXVILLE, TN 37817 ) |
o | SUMMARY STATEMENT OF DEFICIENGIES, f n ! FROVIDER'S PLAN OF CORRECTION o
PREF {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORHEGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCEDTO THEAPPROPRIATE | DNE
| T DERICIENCY) ’
¥
d) Pally line-ups-are helfd in the Current
Con"ﬂue'd From page B N F 371 Dietary Departmient during &
« preparation shall be stored in such a manner as which patient saféty topics are Cngoing
i to pravent contamination...” Furthar review rcu‘ﬂnelv discussed In.an effort I
revealed "...cover, label and date unused portions. 1o provide safe care and [

hystenic sanitary conditlans,
e} The Chief Dietician participates | Began -
In the Hospital-ide Dally 08/25/14
Safety Huddles, so that any -ongoing |
issues which Impact patient
safety are able to be quickly

F372 escalated to the hosoital
leadership team for resalution. |

4}
a) Aspecific line tem was added | Audits
to the existing Food Safety & | started
Sanitation Audit form to waek of
inspect a random sample of 30 | 12/25/14
pots/pans per week for
¢leanliness, Any nioted
deficlencies will be used 35 a
learning toal for staff and
teadership. Audits are
conducted by:the Directar of
Food and Nutrition Sefvices or
the Manager on Duty.
b) A specific line item was added | Audits

to the existing Food Safety & | started
Sanitation Audlt form to week of
inspect all food fn.one random | 13/29/14
cooler / refrigerator per week :
for proper storage, dating, and
labefing. Any noted deficiencies
wilt be used as s learning tool
for staff and leadership. Augits
are conducted by the Director
of Food and Nutrition Services
or the Manager on Duty.
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-‘ c} Results ofaudits and'actions | Tostart
F 372 Continued From page 7 F 372 taken in response o results will | with
disposed of in an approved manner 1o prevent be reported to the hospital- January
: contamination...” wide Quality/Safity Committee :'2-015'-@5_(: ;
on'a monthly basis and the by d?g;’g-‘ '
Interview with the Dietary Manager and the Infection Control Committee the jcc
Environmentai Manager on December 15, 2014, every other menth, Randem | ageida By
at 2:55 p.m., at the dumpster area confirmed the audits-will continue untii 6 01/09/15 -
facility had failed to dispose of garbage and consecutive months of full  (\~d____ i
refuse properly. tompliance |s aghteved. T
d} Infection Controf Practitioners | Cyrrent
will investigate any reportof | & :
untisual patient symptoms Ongolng
.' which could indicatg potential ‘
i food-borne ilness, and
routinely track and trend ‘;
patient laboratory results for
the same. Results of
investigations are reported to
the Infection Control
Committee every other month,
F372 1) The TCU Administratar determined that | Dufing
no residents were-adversely affected by | the
this deflciency. ' survey
2} Each resident has the potential to be Dates a5
affected by this deficiency; therefore noted
the TCU Administrator oversaw below
implementation of the fallowing
actions:
i
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N 000; initial Cornments N 000 3)
A licensure survey and complaint investigation 3) The dumpster aréa was 12/17/14
: #33985, were completed on December 15, 2014, cleaned by Engineering staff on
. through December 17, 2014, at Tennova 12/12/14, o 7
Transitional Care Unit. No deficlencies were cited b} Dally cleaning procedures for~ 01/05/15 >
under Chapter 1200-8-6, Standards for Nursing the dumpster area were [ ]
. Homes. reviewed with involved staff
during the survey by the Plant
Manager, The polity entitled
“Large Conipactor” was _
feviewed and deterrilfied to be-
adequate. All applicable
Engingering staff will be re-
educated on proper
procadures by 01/09/2015 by
the Plant Manager via review
of this policy, -
¢} The policy “Large Compactor” | Current
1s covered during new &
assocfate training. angoing
d) Amember of the Enginesring
Department participates in the | Began
hospital-wide Daily Safety 08/25/14
Huddles so that-any jssues -tngaing
which impact patient safety are
able tq be quickly escalated to
the hospital leadership team
for resolution,
|
|
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- 1eondiicted on Dacember 16, 2014, no ~ | { nadallylog The -
deficioncles wers dtod urder under 42 CFR _ or will audlt. . m(ozfj,s
WRT483, Requiremiants. forl.ong'rerm Care. | - compliance with dally. . |
antithe toality/Safery mgemgs
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Random avdits:will cantinue. S |
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